Most of our patients were dealt as a routine procedure. Their features and surgical procedure were similar with a little difference among the neighbouring countries. Our post operative outcome was a little bit worse (12.90% mortality) over the mentioned period. We need to find out the causes and to take care of these patients to reduce mortality in future.
Introduction:
Cardiac tumors are either primary (Â0.1%.) or secondary(1%). Those arising in the heart are primary They may be benign or malignant. Myxomas are the most common benign primary cardiac tumors. It is found in all age groups, in both sexes and most often occur in women in the4 th to 5 th decade of life. Generally they are sporadic. Myxomas are found as an autosomal dominant syndrome in around 7% cases in association with Carney complex which comprises, myxomas, spotty pigmentation of the skin and endocrine hyperactivity. Here both sexes are affected equally and at any age, arise as single or multiple lesions in all chambers of the heart.They tend to recur after surgical excision in this complex. 1 Cardiac tumors present with variable clinical features like obstructive, embolic or systemic features. Intramyocardial tumors can trigger cardiac arrhythmia and may cause sudden death 1 .
Generally they are polypoid, pedunculated having a smooth surface and sometimes covered with athrombus. Size varies from 1 to 15 cm but average about 5 cm in diameter. Only few studies were done on this issue in our country. This study will give us some insight about myxoma operation at our centre. It will also help us a little bit to understand the reasons for increased mortality over last three years. Thus it will aware us further to reduce the mortality of our myxoma patients as well as stimulate others to carry out further research in this field.
Materials & methods:
This is a retrospective study carried out in the department of cardiac surgery at NICVD,Dhaka Bangladesh during the period of 2015 to 2017.All the patients admitted either through OPD or directly referred to all the cardiac surgery units from cardiology units of NICVD for operation over that period were studied on the different aspects.2D ,Echo wasthe tool to diagnose Myxoma preoperatively. Some units also did second Echo just before operation to reconfirm the presence of Myxoma. Those patients refused operation after admission were excluded from the study. All the operating units followed standard protocol of CPB establishment. Regarding removal of myxoma from the cardiac chambers, they followed almost similar protocol. After excisions of most of the myxomas, monopolar low power(10-15w) electrocautery was usually used here at the base of stalk. All informations or data were collected from admission file, the male and female ward registers, OT and ICU registers and OT notes. I also personally talked with Myxomas are most commonly located in left atrium then right atrium .There was single occurrence of -biatrial and right ventricular myxoma in my study population. Most of the LA and RA myxomas were ovoid to slightly irregular shape towards their apices. Majority of them were pedunculated 59 (95%) with attachment to the interatrial septum only few were sessile 3 (5%).
Majority of the stalks were attached to the IAS close to the limbus fossa ovalis Bangladesh heart j Vol. 33, No. 2 July 2018
Their colours were grey to dark brown with some reddish spots almost in all cases.
Histopathology of the intracardiac masses were myxoma in almost all cases.
Most LA myxoma 91% (appx) were removed by standard LA tomy approach through interatrial groove. Around 5.55% of LA myxomas were removed by right atriotomy with transseptal approach and around 4%) (appx) LA myxoma were removed by biatrial/bicameral approach.RA ,RV and biatrial myxomas were approached through RA tomy approach LA-Left Atrium, RA-Right Atrium, TV-Tricuspid valve, ASDAtrial Septal Defect About 84% myxomas were removed en-mass and 16% in piecemeal. After excision of the tumour the base of the stalk was cauterized in 90% cases. The other procedures were suturing of the surrounding endocardium in around 5% cases .direct suturing and pp closure in only few cases.
Patient waited for 9±2.12 days before operation after admission in the hospitals. After operation ICU stay was 6.5±3.53 days .Total hospital stay was 20.61±10.60 days.
The mortality was 12.90%. Low output syndrome was most common cause of mortality followed by CVA and CHF and infective endocarditis 
Discussion:
In my study I found 62 cases of myxoma among about 3000 cardiac operations done at our centre over last three years and the incidence was around 2% .Age rage was 7.5 to 65 years. Male female ratio was 1:1.81. Most of the myxomas were located in the left atrium (87%) with high incidence in 4 th and 5 th decade . Most of our patients were done as routine case with a post operative mortality 12.90%.
In an article as mentioned by Mandal et al Bangladesh, incidence of myxoma over a period of 17 years was 1.08%. 3 In a centre of Kolkata, India, this incidence of myxoma was 0.6% without any post operative mortality or recurrence . 4 In Rawalpindi, Pakistan. Cardiac myxomas constituted 0.40% of the total cardiac operations. They most commonly occurred in the fourth decade.In an article it is mentioned that they did routine operation on sixty-five patients whereas 28 patients with severe symptoms or embolic risk underwent emergency surgery. 5 High incidence of my study is due to short study period(03 years)with high number of myxoma in the background of relatively small number (3000) of total cardiac operations over three years in comparison to them. Most of our cases were operated as routine procedure.
KyoSeon Lee et al , Korea wrote in their article that total 93 cases were performed over 30 years. Of the 93 patients Male:Female=1:2.1 ,our M:F was1:1.81.their .mean age of patients was 54.7±16.6 years whereas our patients mean age was 36.94±13.99 years.it means our patients are affected and operated at a relatively younger age.Intheir study the origin site of the tumor was the left atrium (LA) in 92.5%, right atrium in 4.3%, left ventricle in 2.2%, multiple myxomas in both atria and the right ventricle in one patient (1.1%).In our study we found origin site in LA in 87.09%, in RA 9.67%, Biatrial 1.61 and in RV 1.61%.We did not find any LV and multicentric myxoma during our study period. 5 In an article it is mentioned that the mean intensive care unit (ICU) stay of 2.3±0.8 days and mean hospital stay of 7.9±1.8 days. 10 .Mean ICU stay of our patient was 6.5±3.53 days and hospital stay 20.61±10.60 days.Apparently in our hospital, both ICU stay and hospital stay were more than them. Moreover preoperative mean waiting time of our patients was9±2.12days.this aspect is not mentioned in their article.has been reported, resulting in a shorter length of hospital stay, and it is considered a safe and feasible method for atrial myxoma excision . There are few surgical techniques for myxoma resection other than midsternotomy like minimally invasive technique,endoscopic resection of the tumour and minithoracotomy with robot assisted surgery. 6, 7, 8 .However we performed all our cases through midsternotomy we removed myxomas as follows :By LA tomy 90.74%,RA tomy in 5.55% biatrial in3.70%.They performed via a biatrial approach in 74.2%, atrial septotomy through right atriotomy in 17.2%, and left atriotomyonly in 8.6%.Our per operative aortic cross clamp time was39.33±10,28min and cardiopulmonary bypass timew as 48±12.46min. Their mean cardiopulmonary bypass time was 80.7 ±39.0 min , and mean aortic cross-clamping time was 51.3 ± 27.5 min.Our surgical practice is a little bit different from them and our operation time is relatively shorter than their operative time. 5, 6 They found a pedunculated (tumour attached with a pedicle) mass in 67.6%, while the other 32.3% had a sessile mass (tumour attached with a broad base In our series myxomas were 85.48% cases pedunculated and 14.51% sessile.In their study simple myxoma resection including the endocardium and attached stalk without any need to repair was performed in 17 patients, direct closure of the defect area was performed in 47, and patch closure with autopericardium or prosthetic material was performed in 29 cases. 6 In an article it is mentioned that pretumorous cells around the stalk should be destroyed by laser photocoagulation which obviates the need for a wide surgical resection. 8 Since we did not have such facility in our institute we did low power electrocautary (10-15 w) using diathermy machine in 90.32% cases .We did suturing of the base of the stalk in 4.83%, excision and direct suturing of iatrogenic ASD in3.22% ,excision and pericardial patch closure of ASD in1.61% cases.
In a journal it has been mentioned that the level of restoration of normal quality of life within 30 days after atrial myxoma surgery is excellent with the robotically assisted than conventional approach. 11 Regarding postoperative mortality of myxoma operation, different literature shows different results ranging from 0 to 8%. 4, 5, 12 .Our postoperative mortality for myxoma patient was 12.90%.Obviously it is high.We need to find out the more causes and to take necessary steps soon to reduce this mortality.
Conclusion: We are dealing most of our cases as a routine procedure. Our preoperative waiting time is more due to multiple reasons. ICU and hospital stays are alsomore than others .We must reduce preoperative waiting time and operate the patients as either routine or emergency considering the clinical scenario of the patient .We should pay meticulous attention during and after operation to reduce mortality. We should improve our documentation and we should continue research on it .In future for better outcome we should adopt advanced technology when they will be available at our centre.
